The treatment of coronary small vessel disease (SVD) remains an unresolved issue. Drug-eluting stents (DES) have limited efficacy due to increased rates of instent-restenosis, mainly caused by late lumen loss. Drug-coated balloons (DCB) are a promising technique because native vessels remain structurally unchanged. Basel Stent Kosten-Effektivitäts Trial: Drug-Coated Balloons vs. Drug-Eluting Stents in Small Vessel Interventions (BASKET-SMALL 2) is a multicenter, randomized, controlled, noninferiority trial of DCB vs DES in native SVD for clinical endpoints.
| INTRODUCTION
Drug-eluting stents (DES) are an established treatment option for coronary artery disease. 1 However, the treatment of small native coronary arteries remains an unresolved issue as DES have limited efficacy due to increased rates of instent-restenosis (ISR), mainly caused by late lumen loss in the context of local inflammation and intimal hyperplasia. These effects are more pronounced in smaller compared to larger vessels. 2 Although in general, the use of newer generation DES has improved outcome compared with firstgeneration DES by reducing the rate of ISR, there are similarly high rates reported with first-and second-generation stents in small coronary vessels. 3, 4 Drug-coated balloons (DCB) are a modern concept for the treatment of coronary artery disease. Specifically, DCB compared to DES show a significant benefit in the treatment of ISR, [5] [6] [7] [8] [9] [10] [11] [12] and current guidelines recommend the use of DCB for patients with coronary ISR (class I, level of evidence A). 13 However, there are other potential indications such as coronary small vessel disease and bifurcation lesions. 14, 15 At the dawn of interventional cardiology, the treatment of coronary artery disease with balloon angioplasty alone was an established treatment option mainly limited by acute vessel closure due to acute recoil, flow-limiting dissections, and late restenosis. 16, 17 Native vessels treated by stent-and polymer-free DCB keep their vasomotion properties, do not have a risk of ISR and late stent thrombosis, and remain possible targets for coronary artery bypass grafts.
Therefore, potential advantages of DCB compared with DES include the absence of metallic struts and polymer causing less inflammation, and the unchanged integrity of the artery's original anatomy reducing abnormal flow patterns. 18 In addition, the duration of dual antiplatelet therapy can be shortened to 4 weeks with DCB. 19, 20 However, given the variety of tested devices and inconsistencies in trial designs, published randomized controlled trial data show contradictory results for the use of DCB in native small vessel coronary artery disease. 21, 22 In view of all available data, DCB might be a promising new technique for the treatment of de novo stenosis in small-vessel disease.
Thus, the aim of this study is to test the hypothesis of noninferiority of DCB vs DES regarding a composite clinical endpoint consisting of cardiac death, nonfatal myocardial infarction (MI), and target vessel revascularization (TVR) after 12 months in a large randomized controlled clinical trial.
| METHODS

| Study Design
The 
| Study population
The study patient flow is depicted in the Figure 1 . Inclusion criterion is the indication for PCI in a small coronary vessel <3 mm, with either an acute coronary syndrome, typical symptoms of coronary ischemia, or silent ischemia as the reason for intervention (see Supporting Information, Appendix B, Table 1 in the online version of this article).
Exclusion criteria are concomitant large-diameter PCI in the same epicardial coronary artery, PCI of ISR as the culprit lesion, life expectancy <12 months, pregnancy, enrollment in another coronary intervention study, or inability to give informed consent. By February 2017, enrolment of the planned sample size was complete. 23, 24 To continue the trial, the steering committee decided to replace the initial comparator stent with the best-in-class later-generation DES (ie, the everolimuseluting stent). Accordingly, the sample size was increased to comply with the different efficacy of the 2 comparator stents.
| Concomitant medication
Before PCI, all patients are treated with dual antiplatelet therapy including acetylsalicylic acid and a thienopyridine or ticagrelor. After angioplasty, patients receive acetylsalicylic acid and a statin indefinitely. In stable patients, dual antiplatelet therapy with a thienopyridine is given for 4 weeks (DCB arm) or 12 months (DES arm). 20 In vessel dissections following DCB treatment and subsequent spot stenting or bifurcation PCI using a stent, dual antiplatelet therapy is given for 3 months (bare metal stents [BMS]) or 12 months (DES). 25 In acute coronary syndromes or use of a DES in an epicardial artery other than the culprit vessel, thienopyridines or ticagrelor are given for 12 months. In patients on oral anticoagulation, additional therapy with acetylsalicylic acid and clopidogrel is given based on their thromboembolic and bleeding risk according to current guidelines irrespective of DES or DCB treatment. 13 
| Primary endpoint
The primary endpoint is the incidence of a MACE after 12 months. A MACE is defined as the composite of cardiac death, nonfatal MI, and TVR. Cardiac death is defined as any death not clearly of extracardiac origin, whereas an MI is defined according to current guidelines. 26 Non-MI-related TVR is defined as any revascularization of the target vessel not related to MI.
| Secondary endpoints
Secondary endpoints include the primary endpoint and its single com- Consortium, 27 whereas bleeding is defined according to the BARC criteria. 28 Net clinical benefit is defined as the primary endpoint plus bleeding.
| Quantitative coronary angiographic measurements
Routine or control angiography during follow-up without a clinical indication is not allowed. However, event-driven coronary angiographies within the first year after initial PCI will be analyzed following a separate protocol.
| Randomization and baseline intervention
All patients undergoing PCI are screened for eligibility, and written 29 and a residual stenosis >30%. Subsequently, the DCB (on each side longer than the predilatation balloon by 2-3 mm to avoid geographical mismatch) is inflated at nominal pressure (8-10 bar) for a minimum of 30 seconds. If a flow-limiting dissection and/or a residual stenosis of >30% after DCB occurs, spot stenting may be recommended, again avoiding geographical mismatch (stent not specified). Baseline PCI can be performed in a single intervention or in multiple steps, if planned during the index procedure.
Patients with a flow-limiting dissection or a residual stenosis >30%
after initial balloon dilatation receive a DES and enter a prospective registry with the same follow-up procedures as in the randomized trial. 
| Follow-up procedures
| Planned substudies
Planned substudies will include analyses of the different DES used, the different balloons used, the different antiplatelet drugs used, oral anticoagulation vs platelet inhibition only, acute vs stable coronary disease, diabetic vs non-diabetic patients, single vessel vs multi vessel disease, long vs short lesions, patients with DCB and additional spot stenting vs others, bifurcation lesions vs others, and the angiographic subgroup analysis according to a separate protocol as described above.
| Study management and data handling
The study organization is specified in the Supporting Information, 
| Statistical methods
Sample size was calculated to demonstrate noninferiority of DCB to DES regarding MACE within 12 months. It was based on an expected MACE rate of 7% for patients in the DCB arm compared with 10% for patients in the DES arm. Noninferiority would be declared if the upper limit of the 2-sided 95% confidence interval of the absolute risk difference is lower than 4% (noninferiority margin). The expected MACE rates for DCB were chosen slightly higher than the rate observed for DCB (6.1%), 25 because only 1 lesion per patient was treated in this study, whereas BASKET-SMALL 2 allows the inclusion of patients with >1 lesion. The expected MACE rate for DES was taken as the average of the rates observed in 2 previous studies for everolimuseluting stents, that is 9.1% MACE 30 and 11% target vessel failure (TVF), 31 where TVF was the equivalent to MACE in the present study.
Because event rates for paclitaxel-eluting stents are expected to be even higher (12.4%), 32, 33 sample size calculation was based on the DES with expected lower rates of events.
Sample size was calculated using a resampling procedure. Samples were evaluated by sampling various sample sizes 9999 times from binomial distributions based on the expected rates. Confidence intervals for the difference between proportions were calculated using a continuity-corrected modification of Wilson's score method. 34 Sample size was set to ensure at least 90% power (1 − β = 0.9), at a significance level α = 5%. For this study, 758 patients are randomized to ensure 720 evaluable patients, considering an overall dropout rate of 5% after randomization.
For noninferiority testing, the analysis will be performed on the per-protocol set. The absolute difference of MACE risk difference at 12 months between the DES and the DCB groups and its 2-sided 95% confidence interval will be estimated in the per-protocol set by applying a continuity corrected modification of Wilson's score method. 34 Noninferiority will be declared if the upper limit of the 95% confidence interval for the absolute risk difference does not exceed the prespecified noninferiority margin. If noninferiority can be shown, a test for superiority of DCB vs DES using the Fisher exact test will follow. Time-dependent occurrence of events will be investigated with Cox proportional hazard models and Kaplan-Meier curves. Statistical tests will be performed at a 2-sided significance level of 0.05.
To increase the precision of the sample size estimation and to ensure sufficient power, a re-evaluation of the event rate for the primary endpoint was carried out that was blinded to the investigators.
An internal-study design was used. 35 Blinded to study arm allocation, the overall rate of the primary endpoint was estimated, once 75% of the patients reached their 6-month follow-up visit. The original sample size calculation procedure was repeated using the updated rates. If the recalculated sample size were larger than the original, the study's sample size would be increased; no reduction of the original sample size would be performed in any case. However, the reevaluation analysis revealed that the sample size originally calculated can be maintained unchanged.
| RESULTS
The primary objective of the present study is to demonstrate the noninferiority of DCB to DES in patients undergoing PCI for de novo stenoses in small native vessels regarding the incidence of MACE after 12 months. The secondary objective is to compare the performance of DCB vs DES regarding a set of secondary endpoints as reported above. The first results will be reported in the second half of the year 2018. A general overview of the enrolled trial population is given in Table 2 .
| DISCUSSION
Given the limitations of DES, DCB might be a promising new technique for the treatment of de novo stenosis in small vessel disease.
BASKET-SMALL 2 will test the noninferiority of DCB vs DES in patients undergoing PCI in small coronary vessels using clinical endpoints in a large all-comer population.
The DCB technique has successfully been tested in ISR, where it demonstrated good clinical efficacy. 7, 9 However, clinical testing in small native vessels brought up discrepant results from observational studies and small randomized trials. In an observational study including 118 patients with de novo stenosis in small coronary vessels, 25 82 of 118 patients (70%) received a DCB, whereas 32 patients (28%)
required an additional BMS due to elastic recoil or dissections. In patients treated with a DCB without additional stent implantation, a MACE defined as target lesion revascularization, MI, stent thrombosis, or death was 6.1%, whereas late lumen loss was 0.18 AE 0.38 mm with an in-lesion binary restenosis rate of 5.5%. Of note, in patients treated with a DCB and an additional BMS, MACE rate was increased at 37.5%, whereas late lumen loss was 0.73 AE 0.74 mm, with an inlesion binary restenosis rate of 41.3%. These high restenosis rates in patients treated with a DCB and an additional BMS were explained by geographical mismatch that was present in 77% of patients with restenosis but only in 19% in patients without restenosis. In addition, there were 2 randomized trials in the field. 21, 22 The PICCOLETO (PaclitaxelEluting Balloon Versus Paclitaxel-Eluting Stent in Small Coronary Artery Diseases) study compared a paclitaxel-eluting balloon (Dior;
Eurocor, Bonn, Germany) to a first-generation paclitaxel-eluting stent (Taxus; Boston Scientific) in small coronary vessels. After enrollment of 57 patients, the study was interrupted because the primary endpoint was met at an interim analysis (percent diameter stenosis after 6 months DCB 44% vs DES 24%, P = 0.029). MACE rates were 36%
in DCB vs 14% in DES (P = 0.054), mainly driven by higher target lesion revascularization rates in DCB vs DES (32% vs 10%, P = 0.15).
However, this result was attributed to a lack of efficacy of the type of DCB used, which was later replaced by a newer-generation device, rather than a class effect of DCB per se. 36 In the first-generation Dior showing a trend toward improved outcomes with regard to MACE. 38 BELLO supported the importance of routine predilatation, which was performed in 96.8% of interventions as compared to 25% in the PIC-COLETO study. In BASKET-SMALL 2, predilatation and avoidance of geographical mismatch was therefore a prerequisite before randomization into a treatment arm. This new concept of DCB treatment (eg, optimal lesion preparation by conventional plain old balloon angioplasty and drug delivery with DCB in case of a good angiographic result) is novel and based on current guidelines. 22, 23 Our study started with paclitaxel-eluting stents as a comparator to the paclitaxel-coated balloon. When these stents were chosen at the time of study design, paclitaxel was accepted as a potentially beneficial drug in small-vessel disease and because a precursor pilot study showed some potential benefit. 4 However, this stent was temporarily not available, which forced the steering committee to change the comparator stent during the trial, and consequently, to increase the sample size to ensure the planned 90% power. The real-world mixture of 2 newer generation DES with different drugs as used in the present study will give insight into some important clinical questions.
Given all the available data, DCB might represent a promising new technique for the treatment of de novo stenosis in small coronary vessels if accurate lesion preparation is performed and geographical mismatch is avoided. This hypothesis will be tested in the BASKET-SMALL 2 study in a real-world, prospective, randomized controlled trial setting.
| CONCLUSION
BASKET-SMALL 2 is the first prospective, randomized, controlled multicenter trial in a large all-comer population assessing the noninferiority of paclitaxel-iopromide-coated balloon angioplasty compared to DES in the treatment of de novo lesions in small native coronary vessels <3 mm in diameter with respect to clinical safety and efficacy up to 3 years. 
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